Dear Editor,

A 45-year-old female sought medical treatment at another institution complaining of a 4-month history of dry cough and dyspnea. She reported progressive worsening of the respiratory symptoms, and chest X-rays showed cavitary nodular lesions, predominantly in the periphery of the lungs. She also reported having previously been diagnosed with rheumatoid arthritis, which was treated only sporadically. The patient was admitted and underwent bronchoscopy with sputum smear microscopy, culture, and direct mycological examination, all of which were negative. Therefore, she was discharged to outpatient follow-up. Despite multiple antibiotic regimens, the clinical condition worsened and empirical treatment for tuberculosis was prescribed. The patient then developed drug-induced hepatitis, again requiring hospitalization. Computed tomography of the chest showed multiple nodular lesions, several of them cavitary, in both lungs ([Figure 1](#f1){ref-type="fig"}). Following transesophageal echocardiography, the diagnostic hypothesis of endocarditis was rejected. The patient was then referred to our hospital for a definitive diagnosis. The test for antineutrophil cytoplasmic antibodies was negative. The patient tested positive for rheumatoid factor, although the remaining laboratory tests revealed no significant alterations. Bronchoscopy with bronchoalveolar lavage was performed, and the bronchoalveolar lavage fluid tested negative for fungi by periodic acid-Schiff staining as well as for acid-fast bacilli by Ziehl-Neelsen staining; cultures were also negative. An open lung biopsy showed a cavitary subpleural nodule with extensive central necrosis and fibrosis with a hyaline aspect at the periphery, containing histiocytes and fibroblasts, consistent with a pulmonary rheumatoid nodule. The adjacent pulmonary tissue showed a moderate amount of interstitial mononuclear inflammatory infiltrate, with pneumocyte hyperplasia and mild interstitial fibrosis, consistent with nonspecific interstitial pneumonia. During hospitalization, the patient developed respiratory failure secondary to bacterial pneumonia, and she died in the intensive care unit.

Figure 1Computed tomography of the chest, in axial views (**A,B**), a coronal view (**C**), and a sagittal view (**D**), showing multiple nodular lesions with different degrees of cavitation, some with air-fluid levels. Note also the discrete subpleural opacities with reticulation.

Rheumatoid arthritis is a chronic, systemic inflammatory autoimmune disease, which is characterized by persistent inflammation of the diarthrodial joints with synovial hyperplasia that, if persistent, results in progressive joint destruction^([@r1],[@r2])^. Approximately 40% of affected patients present extra-articular manifestations, pulmonary involvement being the second most common cause of death in such patients^([@r1]-[@r3])^.

Many recent studies published in Brazil have emphasized the importance of radiology in diagnosing thoracic diseases^([@r4]-[@r8])^. Rheumatoid nodules, usually subcutaneous, are the most common manifestation of rheumatoid arthritis. They are most common in male smokers and occur in approximately one third of HIV-infected patients. Although the nodules are typically found in periarticular areas exposed to pressure, they can also be found in other organs^([@r3],[@r9])^. Pulmonary rheumatoid nodules are identical to the nodules found in subcutaneous tissue. They usually measure 0.5-5.0 cm in diameter, are located in peripheral areas of the upper or middle zones of the lungs, can undergo cavitation or calcification, can increase in size, and can even be spontaneously reabsorbed^([@r1],[@r2])^. In most cases, they are asymptomatic and do not require specific treatment^([@r3],[@r9],[@r10])^.

Histologically, pulmonary rheumatoid nodules are similar to their extrapulmonary counterparts, with central necrosis, palisading of epithelial cells, mononuclear infiltrate, and vasculitis^([@r2],[@r9])^. Pulmonary rheumatoid nodules should be differentiated from malignant and infectious processes, especially when there is only a solitary nodule. Therefore, radiological follow-up and occasionally a biopsy may be necessary to exclude malignancy^([@r2],[@r9])^.
